(North-East of France). To be eligible for recruitment into the study (29) , persons had to be (1) living 88 in these cities or their suburbs and registered on the electoral rolls, (2) aged 65 years and over, and 89 (3) not institutionalized. The cohort size by center was set at 2,500 in Bordeaux, 5,000 in Dijon and 90 2,500 in Montpellier. A personal letter was sent to each potential subject inviting them to participate 91 and including a brief description of the study protocol and an acceptance/refusal form. The 92 spouse/partner was also invited to participate in the study if he/she met eligibility criteria. As 93 electoral rolls are occasionally inaccurate (persons who have moved may still be registered at their 94 previous address), no further correspondence was sent to persons who did not respond to the first 95 letter, but an attempt was made to contact them by telephone.Twenty-four percent of the eligible 96 persons selected on the electoral rolls (n = 34,922) could not be reached; among those contacted, the 97 acceptance rate was 37%.A total of 9,693 persons were included; 7 persons aged less than 65 years were 98 subsequently excluded. Participants who had subsequently refused to participate in the baseline medical 99 interview (n = 392) were excluded from all analyses leading to an original sample of 9294 community history, blood pressure, past and present consumption of tobacco, alcohol and drug use, 106 anthropometric data, neuropsychological testing and blood sampling. 107 For the current study, the following participants were excluded: 132 (1.4%) subjects with missing 108 data for at least one dietary variable, 214 (2.3%) people with a diagnosis of dementia at baseline, 109 and 11 (0.12%) individuals with no available vital statistics data. The analysis was thus carried out 110 using a sample of 8,937 participants with a mean follow-up of 8.85 years.
111
Baseline dietary assessment 112 The brief Food Frequency Questionnaire (FFQ) was administered at baseline to assess the 113 participants' dietary habits concerning nine broad food categories: (1) meat and poultry, (2) fish 114 (including seafood), (3) eggs, (4) milk and dairy products, (5) cereals (including bread and 115 starches), (6) raw fruits, (7) raw vegetables, (8) cooked fruits or vegetables, and (9) pulses.
116
Consumption frequency was classified as follows: never, less than once per week, once per week, 117 2-3 times per week, 4-6 times per week and daily. The dietary habits of the whole sample have 118 been described previously (30) . Participants were also invited to indicate the dietary fats used at least 119 once per week for dressing, cooking, or spreading among those included in the following list: 120 butter, margarine, maize oil, peanut oil, sunflower or grapeseed oil, olive oil, blended oil, duck or 121 goose fat, lard, 'Vegetaline'© (mainly saturated fat), colza oil, walnut oil, soybean oil. Caffeine 122 consumption was calculated by multiplying the number of tea and coffee cups drunk per day by 123 their estimated caffeine content (about 50mg/cup for tea and 100mg/cup for coffee, respectively) 124 (31) . 125 Fruits/vegetables, fish, meat and olive oil were the four main food consumption groups of 126 interest that were studied as categorical variables. Their consumption thresholds were based on the 127 French National Nutrition and Health Programme guidelines, when applicable to the available data 128 (26) . Cooked fruits and vegetables, olive oil and caffeine consumption were investigated using assessed based on smoking status (no, 0-10, 10-30 or >30 packets per year), intake of alcoholic 146 beverages (0-24g/day, >24g/day for women; 0-36g/day, >36g/day for men).
147
Blood pressure and anthropometric data were measured in standardized conditions. Health-148 related variables included body mass index (BMI: <27 and ≥27kg/m 2 ) (36) , hypertension (defined as 149 a systolic blood pressure >140mm Hg or diastolic blood pressure >90mm Hg, or use of 150 antihypertensive drugs) (37) , diabetes (fasting blood glucose ≥7.0 mmol/l, or taking an anti-diabetic 151 treatment), hypercholesterolemia (yes/no, self-reported) and the number of drugs (0, 1-4, ≥ 5). by a score <17 for men and <23 for women. Self-rated health was grouped in three categories (poor, 157 average, fair) and self-assessment of correct diet in two classes (no /yes).
158
Physical activity was assessed differently in the three centres (self-reported or not and with 159 different accuracy levels). Therefore, a common binary variable was considered for the three 160 centres (none or low/regular). Regular physical activity was defined as doing some sport regularly 161 or having at least one hour of leisure or household activity per day (38) . Given the important amount the precise assessment of all causes of death that were coded according to the tenth revision of the 169 International Classification of Diseases (ICD-10) (39) . Mortality from cardiovascular disease (CVD) 170 (ICD-10: I) and cancer (ICD-10: C), the two leading causes of death in aged populations, were 171 considered for the analyses (39) .
172

Statistical Analyses 173
Survival analysis was carried out using the Kaplan Meier method. Comparisons of baseline 174 characteristics and dietary habits were performed with the log-rank test.
175
The associations between dietary habits, diet diversity and mortality risk were determined by 176 using Cox proportional hazards regression with delayed entry, with age (in years) used as the time 177 axis and left truncation at the age of study entry. The results of the survival analysis were expressed 178 as hazard ratios (HRs) with 95% confidence intervals (CI).
179
In these analyses, the adjustments for covariates were performed in three steps. Univariate Analyses were carried out using the SAS software (version 9.2). The baseline characteristics and dietary habits of the participants (n=8937) according to their 200 vital status (dead/alive) at the end of the 10-year follow-up are reported in Table 1 and Table 2,   201 respectively.Participants who died (n=2016) were significantly older at baseline than those still 202 alive (mean age: 77 vs 73, respectively) and more often men, heavy smoker or alcohol consumers.
203
They also had more often a history of cardiovascular or chronic diseases, more vascular risk factors 204 and poor self-rated health. In these crude comparisons, mortality risk was higher among individuals Then, the associations between the 10-year mortality risk and dietary habits or diet diversity 211 (at baseline) were assessed after multiple imputations for missing data (Table 3 and Table 4 , 212 respectively). In crude analyses, various well-known healthy food habits were significantly 213 associated with better survival: eating at least one fruit and one vegetable (raw or cooked) per day, 214 consumption of at least four cooked fruit/vegetable servings per week, fish at least twice per week, 215 meat less than once per day, greater diet diversity and diversity in fat use. 216 In the partly (only sociodemographic covariates) and fully (sociodemographic and health-217 related covariates) adjusted models, consuming at least one fruit and vegetable per day and 218 consuming more than four cooked fruit/vegetable servings per week remained significantly 219 associated with a better survival compared with lower levels of consumption (HR=0.90, 95% 220 CI=0.82-0.99, p=0.03 and HR=0.80, 95% CI=0.70-0.90, p=0.0005, respectively, in the fully 221 adjusted models). Fish intake at least twice per week was also significantly associated with better 222 survival (HR=0.89, 95% CI=0.81-0.97, p=0.01), while consuming meat more than once per day had 223 a deleterious effect on survival in the fully adjusted models (HR=1.12, 95% CI=1.01-1.24, p=0.03) 224 (Table 3) . 225 For the two indicators of diet diversity (DDS and diversity in fats used), the significant 226 associations observed in crude and partly adjusted analyses were no longer significant after 227 adjustment also for health-related variables (Table 4) . As the interaction between sex and consumption of olive oil was significant, analyses were 229 stratified by sex (Supplementary Table 1 ). The use of olive oil was inversely correlated with the 230 mortality risk after adjustment for all covariates, but only in women (moderate olive oil use: 231 HR=0.80, 95%CI=0.68-0.94, p=0.007; intensive use: HR=0.72, 95%CI=0.60-0.85, p=0.0002). Table 2 ) or diet diversity ( Supplementary Table 3 ).
238
Finally, there was no significant association between dietary habits/diversity and the main with a short FFQ, we examined food groups that have been found to be associated with longer 258 lifespan in previous studies using these different approaches. Our results are in agreement with the 259 French National Nutrition and Health Programme guidelines that include the promotion of daily 260 consumption of fruit and vegetables (26) . 261 We observed a significant association between high consumption of fruits and vegetables 262 and survival after adjusting for major confounders. This result is consistent with earlier studies (19; 263 20; 21)
. In the EPIC study, a better adherence to a plant-based diet was associated with a reduced 264 mortality risk in Southern Europe, but not in the UK nor in Germany, after controlling for all known 265 risk factors (15) . Similarly, the "Olive oil and salad" pattern was associated with longevity in an 266 Italian elderly cohort (18) .
267
Fruits and vegetables, which were not separate entities in our FFQ, are the main source of 268 antioxidants that are the basis of the free radical theory of ageing (41) . According to this theory, a 269 balance between free radicals and antioxidants increases life expectancy. Some authors hypothesize folic acid and vitamin C on mortality (13) . High consumption of flavonoids, found mainly in fruits, 273 could be associated with reduced mortality risk (42) . The beneficial effects of fruits and vegetables sensitivity and blood pressure (43) , all conditions associated with increased mortality risk. This 276 hypothesis is supported by the PREDIMED study that demonstrated a significant association 277 between lower risk of death and baseline higher fibre intake and fruit consumption (44) . 278 Our results are in agreement with the few studies that investigated fish consumption and risk 279 of death (20; 22) . A Japanese study found that high consumption of vegetables and fish in subjects of olive oil) is inversely associated with all-cause mortality in the elderly (18) . The PREDIMED 296 study found that higher consumption of olive oil was associated with a specific reduction in the 297 cardiovascular mortality risk in an elderly Mediterranean population (47) . The beneficial effect of 298 olive oil could be explained by its high concentration in mono-unsaturated fatty acids and phenolic 299 compounds that improves endothelium function and reduces oxidative stress, thereby promoting 300 healthy aging and longevity (13) .
301
On the other hand, we found that daily consumption of meat, as a broad category, had a (16) . Comparisons with previous findings are limited by the different definitions of meat 307 consumption groups. In some works red meat with high content of fatty acids was considered on its 308 own, whereas poultry or lean meat was not included in the analysis. Anderson et al. suggested that 309 high consumption of animal foods could increase the mortality risk, only if meat replaces protective 310 plant foods in the diet (16) . The link between red meat and dietary fat could affect the lipid and 311 lipoprotein profile and thus the cardiovascular disease risk (45) .
312
The association between diet diversity and mortality did not remain significant after 313 adjustment for confounders, unlike in other studies (27; 28) . However, comparisons are difficult 314 because these studies used different methods of food collections and different food groups.
315
The data from our study should be interpreted in the light of the following limitations. First, 316 the 3C sample is not representative of the French population. Indeed, compared with the whole 317 French population, this cohort included more urban dwellers, in better health and living together (30) .
318
Therefore, extrapolation of our results to the general population of elderly should be made with 319 caution. The FFQ did not record quantitative data (portions, grams), but only frequencies of 320 consumption. Low frequency consumption does not necessarily mean lower energy intake, but 321 simply suggests a lack of diversity in eating habits. Moreover, the FFQ did not allow calculating the 322 total energy intake, as recommended to better control for confounding factors and to reduce 323 extraneous variation (48) . In a previous article exclusively on the population from the Bordeaux 324 centre (N=1660) of the 3C study, daily energy intake was calculated in a sub-sample by using the 325 24-hour dietary recall technique. In this sub-sample, daily energy intake was not affected by the 326 frequency of consumption of fish, or of fruits and vegetable (frequent vs less frequent), or by the 327 use of omega-3 or omega-6 rich oils (regular vs non-regular) (49) . Moreover, the baseline energy 328 intake among the Bordeaux sub-sample was not significantly different between those who were 329 dead (N=375) or still alive (N=1422) at the end of the 10-year follow-up (data not shown). This 330 suggests that the energy intake is not a major confounder in the present analyses. According to the 331 literature, mainly studies with the most accurate data on food consumption (in daily amount) (3; 7; 15; 332 16; 18; 20; 21; 22; 43; 46) found significant associations between dietary patterns and mortality. Our data 333 did not allow this level of detail. However, our results confirm the benefit of several food categories as healthy habits are associated with financial and educational status (13) . In our study, we 354 considered simultaneously education, occupation and income.
355
In conclusion, this study on the associations between dietary habits and mortality in a large 356 population-based elderly cohort brings reliable evidence that could be used for developing 
